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 Findings in South 
Carolina

In South Carolina in 2016, 82.5% 
of residents drove alone to work. 
Comparatively, only 9.3% carpooled, 
and another 4.1% worked from 
home (Figure 3.13). Less than 

1.0% of South Carolina residents 
used public transportation or 
biked to work. 

In South Carolina in 2016, more than 
one-third (38.5%) of residents owned 
two vehicles and another third (33.8%) 
owned one vehicle. In comparison, 
7% of South Carolina residents owned 
no vehicles (Figure 3.14). 
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Background

Adverse childhood experiences 
(ACEs) include three broad 
categories: household dysfunction, 
emotional or physical abuse, 
and sexual abuse. Household 
dysfunction is defined as parents 
or adults in the home that have 
ever slapped, hit, kicked, punched 
or beat each other, and it also 
includes household substance 
abuse, household mental illness, 
parental separation or divorce, 
and incarceration of a household 
member. Emotional abuse is defined 
as a parent or other adult in the 
home that has ever swore, insulted, 
or put down a child. Physical abuse 
is defined as a parent or other 
adult in the home that has ever hit, 

beat, kicked or physically hurt a 
child. Sexual abuse is defined as an 
adult or person at least five years 
old who has ever touched a child 
in a sexual way, tried to make the 
child touch their body in a sexual 
way, or attempted to have sex 
with the child. 

The adulthood consequences of 
ACEs were first studied by Felitti 
and coworkers in a population 
of patients within the Kaiser 
Permanente managed care 
organization in California.20 In this 
study and many that followed, it was 
found that people who accumulated 
ACEs were more likely to develop 
chronic disease, participate in risky 
behaviors, and suffer from mental 
health disorders later in their 
adult life.20,21,22,23 
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 Findings in South 
Carolina

In South Carolina during 2016, the 
percent of male adults who reported 
household dysfunction during 
childhood (48.8%) was lower than 
the percent of female adults (53.0%; 
Figure 3.15). The percent of males 
who reported emotional/physical 
abuse as children (38.7%) was not 
statistically significant from females 
(38.8%), and the percent of males 
who reported childhood sexual 
abuse (8.3%) was lower than the 
percent of females (16.7%). 

In South Carolina during 2016, the 
percent of non-Hispanic Black adults 
who reported household dysfunction 
during childhood (57.9%) was higher 
than the percent of non-Hispanic 
White adults (48.6%; Figure 3.16). 
There was no statistically significant 
difference in the percent of non-
Hispanic Black adults who reported 
emotional/physical abuse during 
childhood (39.5%) than that of non-
Hispanic White adults (38.3%). There 
was not a statistically significant 
difference in the percent of non-
Hispanic Blacks who reported sexual 
abuse during childhood (11.3%) than 
that of non-Hispanic Whites (12.8%). 
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As shown in Figure 3.17, in South 
Carolina during 2016, the percent 
of disabled adults who reported 
household dysfunction (56.4%) was 
higher than that of non-disabled 
adults (48.1%). The percent of 
disabled adults who reported 

emotional/physical abuse during 
childhood (44.5%) was higher than 
that of non-disabled adults (35.6%). 
The percent of disabled adults 
who reported sexual abuse during 
childhood (17.6%) was higher than 
that of non-disabled adults (9.9%).
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